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Poor childhood family conditions have a long-term effect on adult mental health, but the
mechanisms behind this association are unclear. Our aim was to study the pathways from
problematic family relationships in adolescence to midlife psychological distress via disad-
vantages in early adulthood. Participants of a Finnish cohort study at the age of 16 years old
in 1983 were followed up at ages 22, 32 and 42 years old (N = 1334). Problems in family
relationships were measured with poor relationship with mother and father, lack of parental
support in adolescent’s individuation process and poor home atmosphere, and mental
health was assessed using Kessler’s Psychological Distress Scale (K10). We analyzed the
indirect effects of adolescent family relations on mental health at age 42 years old via vari-
ous disadvantages (somatic and psychological symptoms, relationship/marital status, low
education/unemployment and heavy drinking) at ages 22 and 32 years old. Problematic
adolescent family relationships were associated with midlife psychological distress in
women (0.19; 95% CI 0.11, 0.26) and men (0.13; 95% CI 0.04, 0.21). However, after adjust-
ment for adolescent psychological symptoms, the association was only significant for
women (0.12; 95% CI 0.04, 0.20). Poor family relationships were associated with various
disadvantages in early adulthood. The association from poor family relationships (16 years
old) to psychological distress (42 years old) was in part mediated via psychological symp-
toms in women (0.03; 95% CI 0.01, 0.04) and men (0.02; 95% CI 0.00, 0.04) and in women
also via heavy drinking in early adulthood (0.02; 95% CI 0.00, 0.03). Adolescent family rela-
tionships have a role in determining adult mental health. Targeted support addressing psy-
chological well-being and hazardous drinking for adolescents with problematic family
relationships might prevent disadvantages in early adulthood, and further prevent poor mid-
life mental health.
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Introduction
Mental health problems account for a major portion of the total burden of disease and are
associated with various other disadvantages in life. Several determinants for mental health
problems have been identified [1,2], and one of the established associations has been found
between social relationships and mental health [3]. Family relationships are usually our pri-
mary social relationships in childhood, and the quality of them (including intimacy of relation-
ships, frequency of conflicts and feelings of trust and acceptance [4–6]) form a foundation for
a child’s future development.
The results of studies examining the impact of problems in family relationships on adult
mental health are not consistent [7]. While some studies have found some features of family
relationships to be associated with later poor mental health [8–11], other studies have not
found such an association [12], especially after adjusting for gender, age, a person’s current
employment, education, income [13] or parental mental health [14]. Longitudinal studies
examining this issue are rare and most have followed children or adolescents only to young
adulthood at most, and it is still unclear whether the association in question continues to mid-
life. In one of the rare longitudinal studies with a long follow-up time, Landstedt et al. [15]
found an association between poor parental relationships in adolescence and internalizing
symptoms at ages 21, 30 and 42 years old, but when the level of internalizing symptoms at age
16 years old was taken into account, the association remained only at age 30 years old. Thus, it
might be that previous studies using traditional statistical analyses have not sufficiently taken
into account that mental health in adolescence might be part of the pathway to adult mental
health. In addition most of the previous studies examining determinants of mental health have
studied simple associations between risk factor and later mental health outcome and it is only
recently that research on mental health has begun to pay attention to mechanisms and tempo-
ral nature of its determinants [16–19]. Risk factors over the life course shape pathways or pro-
cesses leading to poor mental health. Thus, even if it were not possible to detect a direct
association between childhood conditions and midlife wellbeing [20], such associations might
transmit indirectly via disadvantages observed at other phases of life [21]. These factors form
chains of risks which refer to a sequence of linked exposures where disadvantage in earlier life
increases the risk of disadvantage in later phases of life [22], thus linking childhood conditions
to adulthood wellbeing. Understanding the underlying mechanisms linking childhood and
adulthood wellbeing is important in preventing adverse life careers and poor mental health.
Here, we analyze the complex associations between problematic adolescent family relation-
ships and midlife psychological distress.
Parents support their children in various ways, such as by providing physical, human, social
and economic capital [23], as well as through normative and behavioral guidance, and social
control related to risky behavior, education and social relationships [3]. It might be that the
child cannot take advantage of the resources the parents have, if the quality of the family rela-
tionships is poor [24]. Poor relationships in the childhood family have been seen as risk factors
for the development of poor health [15,25,26], poor social relationships [27–30], low education
[31–34], unemployment [35] and risky behavior [36–38], which is most commonly expressed
as heavy alcohol use. These factors have been identified as risks for poor mental health [39–
44], albeit several other risks have also been identified (pre- and early postnatal environmental
adversities, familial psychopathology, stressful life events and severe problems in the family)
[1,2,45]. Disadvantage and its accumulation in different dimensions of life might exceed a per-
son’s abilities to cope and adjust to them and can risk mental health later in life [46,47]. Here
we, however, focus on these disadvantages that have been found to be associated with both
poor family relationships and adulthood mental health problems and the next step would be to
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examine whether these links shape an indirect pathway from adolescent family relationships
all the way to midlife mental health.
The roots of problematic family relationships might be due to adverse life events in the fam-
ily (e.g. parental divorce, economic adversities), in parental problems (e.g. parental mental
health problems) or in factors related to the child (e.g. adjustment problems) [48,49] and these
factors can also risk mental wellbeing. In fact severe family adversities such as child abuse and
neglect have been seen to represent “the most disturbed end of the spectrum of parent-child
relationship quality” [11]. No matter the source, poor relationships can compromise the sup-
portive growth environment of the child. When examining the pathways from childhood or
adolescent family to adult mental health, it is important to take widely into account the partici-
pant’s living conditions and wellbeing in the beginning of the follow-up in order to elicit the
independent effect of family relationships over and above the effects of e.g. child’s mental
health status or family’s socioeconomic adversity already in adolescence. It might as well be
that poor mental health, risky behaviors or other disadvantages related to the adolescent affect
family relationships.
Mixed findings have been found regarding gender differences in the association between
problems in family relationships and later mental health, thus further investigation is required.
Some studies suggest that girls are more vulnerable to family conflicts than boys [50], while
others suggest that boys are more susceptible to family risk factors, at least when mental health
is viewed as externalized symptoms, such as conduct problems [49,51], although in some pop-
ulations no difference has been found [52]. It has also been suggested that the pathways or pro-
cesses leading to psychological distress are different between genders [46]. Some studies have
suggested that women tend to react to stressful life situations more internally, such as with psy-
chological symptoms, while men react more externally, such as with heavy alcohol use [31,53–
55], although firm evidence regarding this division remains limited [56]. These inconsistencies
have also been explained by suggesting that boys are more vulnerable to family conflicts as
younger children, whereas girls are more vulnerable to such conflicts as adolescents [57–59].
Our aims were 1) to study the association between adolescent family relationships and mid-
life psychological distress and 2) to study the role of various disadvantages in different dimen-
sions of life in early adulthood as mediators of this association. We used a prospective follow-
up data spanning 26 years and conducted the study by controlling for adolescent family struc-
ture, parental socioeconomic position (SEP), psychological symptoms and other disadvan-
tages. We analyzed disadvantage in several dimensions of life (health, risky behavior, social
relations, and socioeconomic factors) simultaneously (Fig 1). We also examined the gender
differences in those associations. Previous studies have suggested that boys are more vulnera-
ble to poor family relationships as younger children and girls as adolescents, thus we expected
to find stronger associations with midlife psychological distress in women [57].
Methods
Data and study population
The original study population included all Finnish-speaking 9th grade pupils attending com-
prehensive school in Tampere, an industrial and university city of 166 000 inhabitants in
southern Finland, in 1983. In the first phase in 1983, 2 194 pupils (96.70% of the target pop-
ulation) with a mean age of 15.92 years (standard deviation (SD) 0.36 years) completed ques-
tionnaires during school hours. Follow-ups were conducted using postal questionnaires when
the respondents were aged 22 (n = 1656, 75.50%), 32 (n = 1471, 67.00%) and 42 (n = 1334,
60.80%) years old–in 1989, 1999 and 2009, respectively. This cohort had already participated
in a brief school study at age 14 years old in 8th grade. Information gathered from this earlier
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study was available for most (n = 2076, 94.60%) of the participants in this follow-up study. In
the present study, only the participants who had participated at age 42 years old were included
in the analyses (n = 1334); of these, 86.60% had also participated at age 22 (n = 1155) and
84.20% at age 32 (n = 1123) years old.
In the beginning of 1980s the researches of that time administered the surveys in school
classes (ages 14 and 16 years old). They informed the participants of the purposes of the study
and that participation was voluntary. Participants indicated their consent by answering the
survey questionnaire and in accordance with the prevailing practice consent from the parents
was not obtained. The study protocol (including the consent procedure) was approved by the
Ethics Committee of Tampere University Hospital. During the follow-ups (ages 22, 32 and 42
years old) information on the study was provided in covering letters and research workers
were available to answer any further questions about the study by telephone, email, or mail.
The study protocol of the follow-ups was approved by Ethics Committee of Tampere Univer-
sity Hospital at age 22 years old and the Ethics Committee of the National Institute for Health
and Welfare (formerly National Public Health Institute) at ages 32 and 42 years old. The par-
ticipants have had the chance to withdraw from the study at any point. All names and personal
identification codes have been removed from the data, thus individual participants cannot
be identified by the researchers analyzing the data. However, a small number of authorized
personnel have access to the identity data, because identification is necessary for follow-up
purposes.
The comparison of participants at age 42 years old follow-up with non-participants showed
that non-participants were more likely to be men (60.80% vs. 45.00%, p<0.01), heavy drinkers
(25.00% vs. 21.20%, p<0.05) and to have had poorer school grades (mean grade point average
7.34 vs. 7.70, p<0.01) at age 16 years old, although attrition regarding heavy drinking was
explained by gender. There were no differences between the participants and the non-partici-
pants in problems in family relationships, psychological or somatic symptoms, dating experi-
ences or parental SEP at age 16 years old.
Fig 1. Hypothesized model of the direct (a) and indirect (b) associations between adolescent family
relationships and midlife psychological distress, when psychological distress and family structure are taken
into account.
https://doi.org/10.1371/journal.pone.0178136.g001
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Measures
Problems in family relationships at age 16 years old. For the present study, a compre-
hensive measure of family relationships was formed, which focused on the perceptions the
adolescents had of having problems in warm, caring and supportive interactions with their
parents. Problems in family relationships were measured with four indicators measured at age
16 years old: scales of emotional support from the mother and father, a scale of parental sup-
port in the adolescent’s individuation process and a single question on the atmosphere at
home. The scales of emotional support from the mother and father comprised three statements
(e.g. ‘My mother is close to me.’ (reversed)), and the scale of parental support in the adoles-
cent’s individuation process comprised six statements (e.g. ‘Usually my parents trust me.’
(reversed)) [53]. The responses were on a scale from 1 to 5, and the theoretical ranges of the
sum scales were 3–15 for the emotional support from the mother/father and 6–30 for parental
support in the adolescent’s individuation process, with higher scores indicating problems in
support. The scales of emotional support from the mother (Cronbach alpha = 0.71), emotional
support from the father (alpha = 0.60) and parental support in the adolescent’s individuation
process (alpha = 0.74) showed satisfactory reliabilities. The home atmosphere was reported on
a 5-point scale.
Psychological distress at age 42 years old. Psychological distress was assessed using the
Kessler Psychological Distress Scale (K10) [60]. K10 is a ten-item questionnaire for global mea-
suring of distress based on questions about anxiety and depressive symptoms that a person has
experienced in the most recent four-week period. The theoretical range of the scale is 5–50
and Cronbach’s alpha 0.91.
Disadvantages at ages 22 and 32 years old. Disadvantages at ages 22 and 32 years old
represented four dimensions of life (health, social relations, socioeconomic factors and risky
behavior). The somatic and psychological symptoms indicated disadvantages in the health
dimension and were measured with a checklist of 17 symptoms [61,62]. The somatic symp-
toms scale included 12 complaints such as abdominal pain, headache and dizziness. The psy-
chological symptoms scale included five symptoms such as lack of energy or depression and
anxiety or nervousness. The respondents reported whether and how often they had had symp-
toms during the past six months. The social dimension was assessed with being in a relation-
ship (yes/no) (22 years old) and marital status (married or cohabiting vs. other) (32 years old).
The socioeconomic dimension was assessed with education (22 years old) and employment
status (32 years old). At age 22 years old, the subjects were divided into those who only had a
basic education (or at most a short sporadic occupational course) and those who were second-
ary school graduates or had taken vocational education. At age 32 years old, the subjects were
asked about their employment status and were divided into 1) those who were unemployed,
temporarily laid off (full-time/part-time), on a disability pension (full-time/part-time) or on
an extended sick leave and 2) those who were not included in any of the previous categories.
The dimension of risky behavior was measured with heavy drinking. At age 22 years old, fre-
quency of drinking, frequency of being heavily drunk and getting into trouble because of alco-
hol use during the past 12 months were assessed and compiled as a sum scale of heavy
drinking (alpha = 0.61). At age 32 years old, alcohol related problems were assessed with the
Alcohol use disorders identification test (AUDIT) [63].
Control variables in adolescence. To take into account the baseline levels of psychologi-
cal distress we used psychological symptoms at age 16 years old as a control variable in the anal-
yses. The psychological symptoms scale at age 16 years old was measured similarly as at ages 22
and 32 years old (see above). Since family relationships might be affected by family structure,
we adjusted the models for family structure at age 14 years old with two dichotomous variables
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indicating reconstituted family (no/yes) and single parenthood (no/yes). For the same reason
we adjusted for parental SEP at age 16 years old. It was based on the father’s occupation and if
missing, on the mother’s. If neither one’s occupation was available, the parental SEP was based
on the parents’ education [31]. Parental SEP was classified into upper non-manual, lower non-
manual and manual based on standard classification of occupations [64].
Somatic symptoms at age 16 years old were measured as at ages 22 and 32 years old. School
achievement was measured as mean of school marks and classified as good (>7) or poor (7)
(range 4–10). History of intimate relationships was measured by asking whether the respon-
dent was currently or had ever dated. The measure of heavy drinking was based on frequency
of alcohol use and drunkenness at age 16 years old.
Statistical methods
The analyses were carried out using IBM SPSS Statistics 22 and MPlus 7. For descriptive statis-
tics, means, standard deviations and frequencies of the study variables were reported. First we
examined associations between exposure variables (family relationships and disadvantages at
ages 22 and 32 years old) and outcome (psychological distress) in univariate and multivariate
regression analyses. Then, based on the multivariate model, we selected those variables at ages
22 and 32 years old that were significantly associated (p<0.1) with psychological distress to be
used in further analyses.
To analyze the total and indirect effects of problems in family relationships in adolescence on
psychological distress in midlife, we used path analyses in the structural equation modelling
framework. First, models with only the total effect of problems in family relationships on midlife
psychological distress were examined. Then, this model was adjusted for family structure, paren-
tal SEP and psychological symptoms in adolescence. In the next step, the disadvantage factors at
ages 22 and 32 years old (psychological symptoms, intimate relationship, employment status and
heavy drinking) that were associated with outcome were added to the model as intervening vari-
ables and indirect effects from the predictor to the outcome via these disadvantages at ages 22
and 32 years old were examined. In additional analyses the indirect effects were controlled for
the corresponding variables at age 16 years old (e.g. indirect path via heavy drinking adjusted for
heavy drinking at age 16 years old). The Model Indirect option (theta method) in Mplus 7 was
used to test the indirect effects, and bootstrapping with 1 000 draws was used to calculate the bias
corrected 95% confidence intervals (CI). Because there were endogenous dichotomous variables
in the models, we used a weighted least squares means and variance adjusted (WLSMV) estima-
tor in the analyses. We used comparative fit index (CFI), Tucker-Lewis index (TLI) and the root-
mean-square error of approximation (RMSEA) to analyze model fit. A multigroup option was
used to analyze models in order to obtain separate parameter estimates for women and men,
while keeping the measurement model as invariant as possible between genders. Gender differ-
ences in the total effects and in the specific indirect paths were tested by constraining the paths to
be equal for both genders and by observing significant decrement in model fit as presented by
Lau & Cheung [65]. Standardized estimates of the total and indirect effects were reported.
In the models analyzed, family relationships was specified as a latent construct with emo-
tional support from the mother, support from the father, parental support in the adolescent’s
individuation process and home atmosphere as its four indicators. The measurement model
for family relationships using confirmatory factor analysis showed a good fit to the data after
freeing the correlation between the emotional support from the mother and father indicators
and allowing separate estimates for women and men for the intercept of the parental support
in the adolescent’s individuation process (χ2 = 19.04, df = 7, p< 0.01, CFI = 0.99, TLI = 0.99,
RMSEA = 0.05).
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Results
The characteristics of the study subjects are presented in Table 1. In the univariate regression
analyses all exposure variables except not being in a relationship at age 22 years old in men
were significantly associated with psychological distress at age 42 years old. In multivariate
analyses psychological symptoms at ages 22 and 32 years old, not being in a relationship at age
22 years old, unemployment at age 32 years old and heavy drinking at ages 22 and 32 years old
were associated with the outcome at least among either gender. Poor family relationships at
age 16 years old were no longer associated with age 42 psychological distress when all age 22
and 32 years old variables were analysed in the model simultaneously (Table 2).
Next, we examined the total effects of family relationships on the midlife psychological dis-
tress in more detail. The fit indices of the unadjusted model were χ2 = 29.01, df = 13, p< 0.01,
RMSEA = 0.04, CFI = 0.99, TLI = 0.98, indicating a good fit to the data. Problems in family
relationships in adolescence were associated with psychological distress in midlife for women
and men (path coefficients 0.19, 95% CI (0.11, 0.26) and 0.13, 95% CI (0.04, 0.21) respectively),
but after adjusting for psychological symptoms in adolescence (0.12, 95% CI (0.04, 0.20), 0.05,
95% CI (-0.05, 0.15)), this was no longer the case for men. Adjusting also for family structure
and parental SEP in adolescence did not change the effects significantly (0.11, 95% CI (0.03,
0.19), 0.05, 95% CI (-0.05, 0.15)). This gender difference was not statistically significant.
Table 1. Means and distributions of study variables (N = 1334).
Women (N = 734) Men (N = 600)
% / mean (n) / (SD) % / mean (n) / (SD)
Adolescence conditions
Poor emotional support from the mother 6.29 (2.70) 6.02 (2.50)
Poor emotional support from the father 6.60 (2.72) 5.89 (2.27)
Poor parental support in the individuation 12.95 (4.75) 13.35 (4.30)
Poor home atmosphere 2.00 (1.10) 1.81 (0.97)
Psychological symptoms 16y 3.46 (2.03) 2.75 (2.03)
Single-parent family 14y 17.50 (124) 13.80 (79)
Reconstituted family 14y 8.80 (62) 8.90 (51)
Parental SEP 16y
Upper non-manual 17.90 (130) 22.10 (131)
Lower non-manual 32.70 (238) 30.00 (178)
Manual 49.50 (360) 48.80 (285)
Disadvantages in early adulthood
Somatic symptoms 22y 4.84 (3.16) 3.22 (3.08)
Somatic symptoms 32y 5.67 (3.71) 4.52 (3.56)
Psychological symptoms 22y 3.72 (2.22) 2.57 (2.13)
Psychological symptoms 32y 4.22 (2.34) 3.19 (2.21)
Not in a relationship 22y 29.60 (196) 40.40 (199)
Single, divorced, widowed 32y 24.20 (156) 28.10 (133)
Basic education only 22y 13.70 (91) 10.40 (51)
Unemployeda 32y 10.90 (68) 6.80 (31)
Heavy drinking 22y 2.24 (1.65) 3.07 (1.84)
Heavy drinking 32y 4.30 (3.89) 7.67 (5.76)
Midlife mental health
Psychological distress (K10) 42y 14.36 (4.32) 13.61 (4.81)
a) including temporarily laid off (full-time/part-time), disability pensions (full-time/part-time) and extended sick leaves
https://doi.org/10.1371/journal.pone.0178136.t001
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Then, all the disadvantage variables at ages 22 and 32 years old that were in previous analy-
ses found to be significantly associated with the outcome in either men or women were in-
cluded in the model simultaneously. The model showed a good fit (χ2 = 116.55, df = 73,
p<0.01, RMSEA = 0.03, CFI = 0.98, TLI = 0.96). Significant path coefficients (95% CI) between
the variables are illustrated in Fig 2 for women and in Fig 3 for men. In women, poor adoles-
cent family relationships were associated with more psychological symptoms and heavy drink-
ing at age 22 years old. In addition to psychological symptoms at ages 22 and 32 years old,
heavy drinking at ages 22 and 32 years old and not being in a relationship at age 22 years old
were associated with psychological distress at age 42 years old in women. In men, poor family
relationships were associated with psychological symptoms and heavy drinking at age 22 years
old. Psychological symptom variables (22 and 32 years old) and heavy drinking at age 32 years
old were associated with age 42 years old psychological distress in men. Psychological symp-
toms and heavy drinking at age 22 years old were associated with the corresponding disadvan-
tage at age 32 years old, but also some associations across different disadvantages were found,
especially in women.
Table 2. Linear univariate and multivariate regression models of the association between poor family relationships, disadvantage at ages 22 and
32 years old and psychological distress at age 42 years old (unstandardized effects).
Univariate model Multivariate model
Women Men Women Men
est. (95% CI) est. (95% CI) est. (95% CI) est. (95% CI)
Poor family relationships age 16 0.36 (0.21, 0.52) 0.31 (0.09, 0.53) 0.04 (-0.11, 0.18) 0.04 (-0.20, 0.28)
Somatic symptoms age 22 0.35 (0.25, 0.45) 0.37 (0.25, 0.48) 0.08 (-0.04, 0.20) 0.02 (-0.15, 0.20)
Somatic symptoms age 32 0.36 (0.28, 0.44) 0.47 (0.36, 0.58) -0.05 (-0.16, 0.06) 0.07 (-0.09, 0.22)
Psychological symptoms age 22 0.73 (0.59, 0.86) 0.70 (0.54, 0.87) 0.21 (0.04, 0.38) 0.25 (0.00, 0.50)a
Psychological symptoms age 32 0.84 (0.72, 0.96) 0.93 (0.77, 1.10) 0.65 (0.48, 0.82) 0.57 (0.32, 0.82)
Not in a relationship age 22 1.23 (0.52, 1.94) 0.40 (-0.37, 1.17) 0.60 (-0.05, 1.25)a 0.06 (-0.78, 0.90)
Single/divorced/widowed age 32 0.91 (0.17, 1.65) 1.97 (1.07, 2.88) 0.22 (-0.48, 0.91) 0.80 (-0.16, 1.76)
Low education age 22 1.60 (0.66, 5.54) 1.51 (0.28, 2.74) 0.20 (-0.69, 1.08) -0.05 (-1.42, 1.33)
Unemployment age 32 2.86 (1.84, 3.87) 3.21 (1.55, 4.86) 1.58 (0.65, 2.51) 1.74 (0.04, 3.45)
Heavy drinking age 22 0.24 (0.04, 0.44) 0.31 (0.11, 0.51) -0.21 (-0.42, 0.00)a -0.01 (-0.26, 0.24)
Heavy drinking age 32 0.28 (0.20, 0.36) 0.20 (0.13, 0.27) 0.15 (0.06, 0.24) 0.05 (-0.04, 0.13)
a Significant at 90% CI
https://doi.org/10.1371/journal.pone.0178136.t002
Fig 2. Significant (95% CI) associations between family relationships in adolescence, disadvantage
factors at ages 22 and 32 years old and mental health in midlife in women. The model is adjusted for
family structure (14 years old), parental SEP (16 years old) and psychological symptoms (16 years
old). Note: Significant correlations between factors at age 22 years old and between factors at age 32 years
old are not shown in order for the figure to remain clear.
https://doi.org/10.1371/journal.pone.0178136.g002
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Finally the indirect effects were examined and Table 3 summarizes the indirect effects when
all these disadvantage factors were analyzed simultaneously in one model. The sum of indirect
effects (i.e. all specific indirect effects combined) was significant, indicating that the intermedi-
ate factors (psychological symptoms 22 and 32y, not being in a relationship 22y, heavy drink-
ing 22 and 32y and unemployment 32y) had a significant role in transmitting the association
between problems in family relationships and psychological distress. Inspection of the specific
paths revealed that problems in family relationships in adolescence and midlife psychological
distress were associated through psychological symptoms (22y and 22-32y) for both genders.
For women the association went also via heavy drinking (22y and 22-32y). Gender differences
in these indirect effects were not statistically significant. We conducted an additional analysis
(Table 3, Model 2) to examine more precisely this indirect effect when heavy drinking at age
16 years old was taken into account. In this analysis, the indirect pathways remained, although
via heavy drinking at age 22 years old in women attenuated to marginally significant (90% CI).
Discussion
The aim of this study was to examine contributions of several early adult disadvantages in
shaping the association between problems in family relationships in adolescence and psycho-
logical distress in midlife. We found indirect effects via early adult poor mental health in both
genders and via heavy drinking in women, although gender differences were not statistically
significant. Few studies have examined the indirect effects of problems in adolescent family
relationships on midlife mental health via early adult disadvantages.
In previous studies, two issues have been raised: whether there is an association between
childhood family conflicts (milder than severe adversities) and adult mental health [7], and
whether there are gender-specific differences in this association [66]. We found an association
between poor adolescent family relationships and midlife psychological distress in both gen-
ders, but when psychological symptoms in adolescence were taken into account, this associa-
tion remained only for women. This is in line with the perception that problems in family
relationships in adolescence are more strongly associated with later mental health problems
for girls than for boys [57]. This has been explained by evolving gender roles [9,57]. It has been
suggested that because girls are socialized into valuing interpersonal relationships more than
boys, they are more preoccupied with maintaining good relationships and may thus be more
adversely affected by family conflicts [66,67]. It might be that in men, mental health is more
strongly determined by other factors.
Fig 3. Significant (95% CI) associations between family relationships in adolescence, disadvantage
factors at ages 22 and 32 years old and mental health in midlife in men. The model is adjusted for
family structure (14 years old), parental SEP (16 years old) and psychological symptoms (16 years
old). Note: Significant correlations between factors at age 22 years old and between factors age 32 years old
are not shown in order for the figure to remain clear.
https://doi.org/10.1371/journal.pone.0178136.g003
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It is difficult to compare our results with those of previous studies because of diversity in
methodology, especially in defining exposures and outcomes. Mixed findings related to the
existence of an association between family relationships and mental health and gender differ-
ences in this association have been found in previous studies. These differences in findings
might be due to the timing of the measurement of family relationships as Davies & Windle
Table 3. Indirect effects of problems in family relationships (16y) on psychological distress (42y) through disadvantages (22, 32y).
Problems in family relationships Model 1a Model 2b
est. (CI 95%) est. (CI 95%)
Women
Sum of indirect effect 0.09 (0.03,0.15) 0.08 (0.02,0.14)
Paths via
Psychological symptoms 22y 0.02 (0.00,0.05)* 0.02 (0.00,0.04)*
Psychological symptoms 32y 0.00 (-0.03, 0.03) -0.01 (-0.04, 0.03)
Not in a relationship 22y 0.01 (-0.01, 0.03) 0.01 (-0.01, 0.03)
Unemployment 32y 0.01 (-0.02, 0.03) 0.01 (-0.02, 0.03)
Heavy drinking 22y -0.03 (-0.05,-0.00)* -0.02 (-0.04,0.00)
Heavy drinking 32y 0.02 (0.00, 0.03) 0.01 (-0.01, 0.03)
Psychological symptoms 22y and 32y 0.03 (0.01,0.04) 0.03 (0.01,0.04)
Not in a relationship 22y and psychological symptoms 32y 0.00 (0.00, 0.01) 0.00 (0.00, 0.01)
Heavy drinking 22y and psychological symptoms 32y 0.01 (0.00,0.01) 0.00 (0.00,0.01)
Psychological symptoms 22y and unemployment 32y 0.01 (0.00,0.01 0.01 (0.00,0.01)
Not in a relationship 22y and unemployment 32y 0.00 (0.00, 0.01) 0.00 (0.00, 0.01)
Heavy drinking 22y and unemployment 32y 0.00 (-0.01, 0.00) 0.00 (0.00, 0.00)
Psychological symptoms 22y and heavy drinking 32y 0.00 (0.00, 0.01) 0.00 (0.00, 0.01)
Not in a relationship 22y and heavy drinking 32y 0.00 (0.00,0.00) 0.00 (0.00,0.00)
Heavy drinking 22y and 32y 0.02 (0.00,0.03)* 0.01 (0.00,0.03)*
Men
Sum of indirect effect 0.09 (0.00,0.18)* 0.10 (0.01,0.19)
Paths via
Psychological symptoms 22y 0.05 (0.01,0.08) 0.05 (0.01,0.10)
Psychological symptoms 32y -0.01 (-0.05, 0.03) -0.01 (-0.06, 0.04)
Not in a relationship 22y 0.00 (-0.01, 0.01) 0.00 (-0.01, 0.02)
Unemployment 32y 0.01 (-0.03, 0.04) 0.01 (-0.03, 0.04)
Heavy drinking 22y -0.01 (-0.04,0.02) -0.01 (-0.03,0.02)
Heavy drinking 32y 0.02 (-0.01, 0.05) 0.02 (-0.01, 0.05)
Psychological symptoms 22y and 32y 0.02 (0.00,0.04)* 0.03 (0.01,0.05)
Not in a relationship 22y and psychological symptoms 32y 0.00 (-0.01, 0.01) 0.00 (-0.01, 0.01)
Heavy drinking 22y psychological symptoms 32y 0.00 (-0.01,0.01) 0.00 (-0.01,0.01)
Psychological symptoms (22y) and unemployment (32y) 0.00 (-0.00,0.01) 0.00 (-0.00,0.01)
Not in a relationship 22y and unemployment 32y 0.00 (-0.00, 0.00) 0.00 (-0.00, 0.00)
Heavy drinking 22y and unemployment 32y 0.00 (-0.01, 0.01) 0.00 (-0.01, 0.01)
Psychological symptoms 22y and heavy drinking 32y 0.00 (-0.00, 0.00) 0.00 (-0.00, 0.00)
Not in a relationship 22y and heavy drinking 32y 0.00 (-0.00,0.00) 0.00 (-0.00,0.00)
Heavy drinking 22y and 32y 0.01 (-0.01,0.03) 0.01 (-0.01,0.02)
a Model 1 Adjusted for adolescent family structure, parental SEP and psychological symptoms
b Model 2 Model 1 + adjusted for heavy drinking
* Figures have been rounded and do not include zero
https://doi.org/10.1371/journal.pone.0178136.t003
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[57] suggest, i.e. that the effect is more pronounced in adolescence for girls, but for boys more
likely to be observed earlier in childhood. Mixed findings may also be due to variations in
adjustments as well as a lack of thorough analyses of gender differences (not just adjusting for
gender).
Previous studies have shown that problems in family relationships are associated with dis-
advantages in many dimensions of life, but often these associations have been examined sepa-
rately. As Dannefer et al. [68] point out, the life course pathways actually form a complex
network. Thus, it is only by analyzing the pathways simultaneously that we can investigate the
multidimensional nature of this phenomenon and how the pathways relate to each other. In
line with the chain of risk model [22], we hypothesized that poor family relationships would
act as a risk factor for many subsequent disadvantages in early adulthood that would further
act as risk factors for midlife psychological distress. We found indirect effects via psychological
symptoms and heavy drinking. The association from poor family relationships to psychologi-
cal distress was transmitted via psychological symptoms in early adulthood in both genders.
This result contributes to explaining our findings about gender difference in the total effect
described previously. Family relationships were associated with midlife mental health also in
men, but this path to could only be detected when the indirect effect via mental health in early
adulthood was examined. In fact, this age 16 years old adjusted insignificant total effect could
suggest that in men the role of psychological symptoms at age 16 years old is more likely to be
a part of the mediation path from family relationships to midlife distress rather than just a con-
trol variable. In men, the effect is fully mediated, while in women this similar mediation path-
way explains the total effect only partially. Poor family relationships might directly increase
psychological distress in adolescence which further continues to midlife. Moreover, poor fam-
ily relationships could also compromise the development of the social competencies and social
skills of the adolescent, which further increases the risk of psychological problems [69].
The association between poor family relationships and midlife distress also passed through
heavy drinking in women. This path through heavy drinking was not found in men, although
the gender difference was not statistically significant. The path in women remained after
adjusting for heavy drinking at age 16 years old. Adolescence is often the time of first experi-
ences with alcohol, and other substances, and this can be a common subject of conflicts in the
family. If parents can deal with these conflicts with the adolescent constructively and, despite
these conflicts, continue to have open and supportive relationships with the adolescent, it
might be that this problematic heavy drinking does not extend to adulthood. However, heavy
drinking might also be a way to self-medicate oneself to ease the burden of troubled family
relationships [70]. It has been suggested that low parental support could be associated with
adolescent alcohol use via emotional and physiological arousal in response to family interac-
tions [71]. Whatever the exact chain of effects, our results suggest that heavy alcohol use is one
mechanism through which poor family relationships exert their influence on adulthood men-
tal well-being, and as such possibly provide a focal point for intervention efforts.
In the analyses of attrition, the non-participants were more likely to be men and heavy
drinkers, which may have weakened the association via heavy drinking for men. In addition,
the total effect of family relationships on midlife distress was not as strong for men as it was for
women, which might have weakened the indirect effects as well. Thus, strong conclusions
about gender differences cannot be made. Further, these results do not support the idea of
women reacting to poor family relationships internally with psychological symptoms or men
externally with heavy drinking, as both of these disadvantages were associated with poor ado-
lescent family relationships in both genders.
We examined several possible indirect pathways, but only few were found. Considering the
long follow-up time and that support from friends and intimate partners usually replaces or at
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least supplements the parental support when adolescents become adults, it is interesting to
find that adolescent family relationships have such longstanding effects as far as to midlife.
Although, mainly the associations found were between the corresponding age 22 and 32 disad-
vantages, some associations across different disadvantages were found especially in women.
These associations between different disadvantages suggest that the pathways from poor family
relationships form a complex network of disadvantages through the life course. For example,
psychological symptoms at age 22 years old were associated with several disadvantages at age
32 years old in women (Fig 2). Also the statistically significant sum of indirect effects supports
this idea of a complex web of associations and suggests that these disadvantages together medi-
ate the association with psychological distress. Thus, the indirect effect of family relationships
on midlife mental health is scattered via so many different disadvantages that they are hard to
detect independently. Our results suggest that the problems in family interactions they face as
adolescents can lead to problems in several dimensions of life. Furthermore, these problems or
disadvantages can cause a psychological burden. Rather than emphasizing certain specific indi-
rect effects studied in isolation, our results suggest a more multidimensional approach, in
which all these factors are associated simultaneously as a network.
It is not possible to make firm conclusions about the direction of the associations. Poor
family relationships at age 16 years old might reflect problems in mental health and risky
behavior already at that age phase. Therefore, it is not certain that problems in family relation-
ships preceded problems in different dimensions of life. We took into account family structure
and resources (SEP), mental health and heavy drinking in adolescence in the analyses and
although the total effect attenuated for men, the indirect paths via mental health and heavy
drinking (for women) in early adulthood remained relevant. Thus, while the disadvantage
already at age 16 years old impacts the indirect pathways from problems in family relationships
to psychological distress in midlife, the family relationships continue to have a unique role.
Methodological considerations
The main strengths of the present study are a long prospective follow-up time and a multidi-
mensional approach to disadvantage. However, when interpreting the results, a few methodo-
logical issues should be remembered. There was attrition regarding male gender and poor
school achievement. Therefore it is possible that pathways in men and regarding education/
unemployment could differ from those found in this study. Eerola et. al [72] have concluded
that attrition did not seriously bias the estimation of depression prevalence at age 32 years old in
this dataset. Thus, this is likely the case also regarding other mental health measures (K10 in the
present study). All the measures were self-reports and thus are prone to the general problems of
self-reporting. Especially, regarding family relationships it is a limitation that we only had infor-
mation from the participants and not from their parents or other family members, although it
has been suggested that there is only moderate variation in the parent’s and adolescent’s evalua-
tion of the interactions [73]. Although we were able to use a comprehensive measure of family
relationships—which is an advantage especially when measuring adolescent relationships–it was
not a standardized measure. The psychological distress measure (K10) has been shown to screen
for serious mental disorders effectively [60]. Furthermore, we were not able to measure the dura-
tion of problems in family relationships or of other problems. Previous studies have shown that
the longer a stressful situation lasts, the stronger its impact will be later in life [74]. Also the time
between the follow-ups was rather long (6–10 years), which might have attenuated the associa-
tions and in part explain why the sizes of indirect effects were rather modest.
The aim of this study was to examine pathways from adolescent family relationships to
midlife psychological distress using a multidimensional perspective; however, there are other
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relevant factors that probably affect these pathways that were not taken into account, such as
genetic and personal characteristics, pre- and postnatal environmental adversities and life
events. In addition, social structures, psychosocial resources and human agency all have a role
in shaping the pathways of disadvantage and wellbeing [75].
Conclusions
Family relationships in adolescence are associated with midlife mental health. Mental health in
early adulthood steers this association. Also heavy drinking plays a role in it. It is important to
support families with problematic relationships, because a lack of warm and supporting family
relationships in adolescence could compromise successful pathways to adult wellbeing. Espe-
cially interventions developed for improving interaction with children and parents could also
prevent mental health problems in early adulthood and adulthood. In addition to psychologi-
cal distress, our results highlight alcohol use as a probable effective target for interventions.
Author Contributions
Conceptualization: NB TH OK SK OR.
Data curation: NB TH OK.
Formal analysis: NB OK.
Funding acquisition: NB TH OK.
Investigation: NB TH OK.
Methodology: NB TH SK OK OR.
Project administration: NB TH OK.
Resources: TH.
Software: NB OK.
Supervision: TH SK OR.
Validation: NB OK.
Visualization: NB OK.
Writing – original draft: NB.
Writing – review & editing: NB TH SK OK OR.
References
1. Ra¨ikko¨nen K, Pesonen A, Roseboom TJ, Eriksson JG. Early determinants of mental health. Best Pract
Res Clin Endocrinol Metab 2012; 26(5):599–611. https://doi.org/10.1016/j.beem.2012.03.001 PMID:
22980043
2. Fisher M, Baum F. The social determinants of mental health: implications for research and health pro-
motion. Aust N Z J Psychiatry 2010; 44(12):1057–1063. https://doi.org/10.3109/00048674.2010.
509311 PMID: 20973623
3. Thoits PA. Mechanisms linking social ties and support to physical and mental health. J Health Soc
Behav 2011; 52(2):145–161. https://doi.org/10.1177/0022146510395592 PMID: 21673143
4. Maccoby EE. The Role of parents in the socialization of children—an historical overview. Dev Psychol
1992; 28(6):1006–1017.
5. Walters J, Stinnett N. Parent-child relationships: A decade review of research. J Marriage Fam 1971; 33
(1):70–111.
Pathways from adolescent family relationships to midlife mental health
PLOS ONE | https://doi.org/10.1371/journal.pone.0178136 May 26, 2017 13 / 16
6. Crosnoe R, Cavanagh SE. Families with children and adolescents: A review, critique, and future
agenda. J Marriage Fam 2010; 72(3):594–611.
7. Weich S, Patterson J, Shaw R, Stewart-Brown S. Family relationships in childhood and common psychi-
atric disorders in later life: systematic review of prospective studies. Br J Psychiatry 2009; 194(5):392–
398. https://doi.org/10.1192/bjp.bp.107.042515 PMID: 19407266
8. Reinherz HZ, Paradis AD, Giaconia RM, Stashwick CK, Fitzmaurice G. Childhood and adolescent pre-
dictors of major depression in the transition to adulthood. Am J Psychiatry 2003; 160(12):2141–2147.
https://doi.org/10.1176/appi.ajp.160.12.2141 PMID: 14638584
9. Meadows SO, Brown JS, Elder GH Jr. Depressive symptoms, stress, and support: Gendered trajecto-
ries from adolescence to young adulthood. J Youth Adolesc 2006; 35(1):93–103.
10. Eberhart NK, Shih JH, Hammen CL, Brennan PA. Understanding the sex difference in vulnerability to
adolescent depression: an examination of child and parent characteristics. J Abnorm Child Psychol
2006; 34(4):495–508. https://doi.org/10.1007/s10802-006-9020-4 PMID: 16845588
11. Morgan Z, Brugha T, Fryers T, Stewart-Brown S. The effects of parent-child relationships on later life
mental health status in two national birth cohorts. Soc Psychiatry Psychiatr Epidemiol 2012; 47
(11):1707–1715. https://doi.org/10.1007/s00127-012-0481-1 PMID: 22327406
12. Overbeek G, Stattin H, Vermulst A, Ha T, Engels RCME. Parent-child relationships, partner relation-
ships, and emotional adjustment: A birth-to-maturity prospective study. Dev Psychol 2007; 43(2):429–
437. https://doi.org/10.1037/0012-1649.43.2.429 PMID: 17352550
13. Roberts R, Bengtson V. Relationships with parents, self-esteem, and psychological well-being in young
adulthood. Soc Psychol Q 1993; 56:263–15.
14. Nomura Y, Wickramaratne PJ, Warner V, Mufson L, Weissman MM. Family discord, parental depres-
sion, and psychopathology in offspring: ten-year follow-up. J Am Acad Child Adolesc Psychiatry 2002;
41(4):402–409. https://doi.org/10.1097/00004583-200204000-00012 PMID: 11931596
15. Landstedt E, Hammarstro¨m A, Winefield H. How well do parental and peer relationships in adolescence
predict health in adulthood? Scand J Public Health 2015; 43(5):460–468. https://doi.org/10.1177/
1403494815576360 PMID: 25816863
16. Avison WR. Mental Health. In: Shanahan MJ, Mortimer JT, Kirkpatrick Johnson M, editors. Handbook
of the life course. Volume II Switzerland: Springer International Publishing; 2016. p. 407–429.
17. Papachristou E, Frangou S, Reichenberg A. Expanding conceptual frameworks: Life course risk model-
ling for mental disorders. Psychiatry Res 2013;30; 206(2–3):140–145. https://doi.org/10.1016/j.
psychres.2012.09.044 PMID: 23127538
18. George LK. Taking time seriously: A call to action in mental health research. J Health Soc Behav 2014;
55(3):251–264. https://doi.org/10.1177/0022146514542434 PMID: 25074048
19. Colman I, Ataullahjan A. Life course perspectives on the epidemiology of depression. Can J Psychiatry
2010; 55(10):622–632. https://doi.org/10.1177/070674371005501002 PMID: 20964941
20. Zhao X, Lynch JG Jr., Chen Q. Reconsidering Baron and Kenny: Myths and truths about mediation
analysis. J. Cons. Res. 2010; 37(2):197–206.
21. Colman I, Jones PB, Kuh D, Weeks M, Naicker K, Richards M, et al. Early development, stress and
depression across the life course: pathways to depression in a national British birth cohort. Psychol
Med 2014; 44(13):2845–2854. https://doi.org/10.1017/S0033291714000385 PMID: 25066933
22. Kuh DL, Ben-Shlomo Y, Lynch JW, Hallqvist J, Power C. Life course epidemiology. J Epidemiol Com-
munity Health 2003; 57(10):778–783. https://doi.org/10.1136/jech.57.10.778 PMID: 14573579
23. Uhlenberg P, Mueller M. Family context and individual well-Being. Patterns and mechanisms in life
course perspective. In: Mortimer JT, Shanahan MJ, editors. Handbook of the life course New York:
Springer US; 2003. p. 123–148.
24. Coleman JS. Social capital in the creation of human-capital. Am J Sociol 1988; 94:S95–S120.
25. Lundberg O. The impact of childhood living-conditions on illness and mortality in adulthood. Soc Sci
Med 1993; 36(8):1047–1052. PMID: 8475420
26. Amato PR. Father-child relations, mother-child relations, and offspring psychological well-being in early
adulthood. J Marriage Fam 1994; 56(4):1031–1042.
27. Santos SJ, Bohon LM, Sanchez-Sosa JJ. Childhood family relationships, marital and work conflict, and
mental health distress in Mexican immigrants. J Community Psychol 1998; 26(5):491–508.
28. Merz E, Jak S. The long reach of childhood. Childhood experiences influence close relationships and
loneliness across life. Adv Life Course Res 2013; 18(3):212–222. https://doi.org/10.1016/j.alcr.2013.05.
002 PMID: 24796560
29. O’Connor TG, Scott SBC. Parenting and outcomes for children. King College London: Joseph Rown-
tree Foundation; 2007.
Pathways from adolescent family relationships to midlife mental health
PLOS ONE | https://doi.org/10.1371/journal.pone.0178136 May 26, 2017 14 / 16
30. Ackerman RA, Kashy DA, Donnellan MB, Neppl T, Lorenz FO, Conger RD. The interpersonal legacy of
a positive family climate in adolescence. Psychol. Sci. 2013; 24(3):243–250. https://doi.org/10.1177/
0956797612447818 PMID: 23307941
31. Huurre T, Aro H, Rahkonen O, Komulainen E. Health, lifestyle, family and school factors in adoles-
cence: predicting adult educational level. Educ Res 2006; 48(1):41–53.
32. Astone NM, McLanahan SS. Family-structure, parental practices and high-school completion. Am
Sociol Rev 1991; 56(3):309–320.
33. Rothon C, Goodwin L, Stansfeld S. Family social support, community "social capital" and adolescents’
mental health and educational outcomes: a longitudinal study in England. Soc Psychiatry Psychiatr Epi-
demiol 2012; 47(5):697–709. https://doi.org/10.1007/s00127-011-0391-7 PMID: 21557090
34. Martin MJ, Conger RD, Sitnick SL, Masarik AS, Forbes EE, Shaw DS. Reducing risk for substance use
by economically disadvantaged young men: Positive family environments and pathways to educational
attainment. Child Dev 2015; 86(6):1719–1737. https://doi.org/10.1111/cdev.12413 PMID: 26307026
35. Caspi A, Moffitt TE, Entner Wright BR, Silva PA. Early failure in the labor market: Childhood and adoles-
cent predictors of unemployment in the transition to adulthood. Am Sociol Rev 1998; 63(3):424–451.
36. Lynch JW, Kaplan GA, Salonen JT. Why do poor people behave poorly? Variation in adult health behav-
iours and psychosocial characteristics by stages of the socioeconomic lifecourse. Soc Sci Med 1997;
44(6):809–819. PMID: 9080564
37. Lynch SK, Turkheimer E, D’Onofrio BM, Mendle J, Emery RE, Slutske WS, et al. A genetically informed
study of the association between harsh punishment and offspring behavioral problems. J Fam Psychol
2006; 20(2):190–198. https://doi.org/10.1037/0893-3200.20.2.190 PMID: 16756394
38. Ryan SM, Jorm AF, Lubman DI. Parenting factors associated with reduced adolescent alcohol use: a
systematic review of longitudinal studies. Aust N Z J Psychiatry 2010; 44(9):774–783. https://doi.org/
10.1080/00048674.2010.501759 PMID: 20815663
39. Steptoe A editor. Depression and physical illness. Cambridge: Cambridge University Press; 2007.
40. Fuhrer R, Stansfeld SA, Chemali J, Shipley MJ. Gender, social relations and mental health: prospective
findings from an occupational cohort (Whitehall II study). Soc Sci Med 1999; 48(1):77–87. PMID:
10048839
41. LaPierre TA. The enduring effects of marital status on subsequent depressive symptoms among
women: investigating the roles of psychological, social and financial resources. J Epidemiol Community
Health 2012; 66(11):1056–1062. https://doi.org/10.1136/jech-2011-200383 PMID: 22389515
42. Strandh M, Winefield A, Nilsson K, Hammarstro¨m A. Unemployment and mental health scarring during
the life course. Eur J Public Health 2014; 24(3):440–445. https://doi.org/10.1093/eurpub/cku005 PMID:
24567295
43. Boden JM, Fergusson DM. Alcohol and depression. Addiction 2011; 106(5):906–914. https://doi.org/
10.1111/j.1360-0443.2010.03351.x PMID: 21382111
44. Berg N, Kiviruusu O, Karvonen S, Kestila L, Lintonen T, Rahkonen O, et al. A 26-year follow-up study of
heavy drinking trajectories from adolescence to mid-adulthood and adult disadvantage. Alcohol Alcohol
2013; 48(4):452–457. https://doi.org/10.1093/alcalc/agt026 PMID: 23531717
45. Allen J, Balfour R, Bell R, Marmot M. Social determinants of mental health. Int Rev Psychiatry 2014; 26
(4):392–407. https://doi.org/10.3109/09540261.2014.928270 PMID: 25137105
46. Longest KC, Thoits PA. Gender, the stress process, and health: A configurational approach. Soc Ment
Health 2012; 2(3):187–206.
47. Pearlin LI, Menaghan EG, Lieberman MA, Mullan JT. The stress process. J Health Soc Behav 1981; 22
(4):337–356. PMID: 7320473
48. Elder GH, Conger RD, Foster EM, Ardelt M. Families under economic pressure. J Fam Issues 1992; 13
(1):5–37.
49. Cummings EM, Davies PT. Maternal depression and child-development. J Child Psychol Psychiatry
Allied Disciplines 1994; 35(1):73–112.
50. Gutman LM, Schoon I, Sabates R. Uncertain aspirations for continuing in education: Antecedents and
associated outcomes. Dev Psychol 2012; 48(6):1707–1718. https://doi.org/10.1037/a0026547 PMID:
22182295
51. Dornfeld M, Kruttschnitt C. Do the stereotypes fit—Mapping gender-specific outcomes and risk-Factors.
Criminology 1992; 30(3):397–419.
52. Green KM, Fothergill KE, Robertson JA, Zebrak KA, Banda DR, Ensminger ME. Early life predictors of
adult depression in a community cohort of urban African Americans. J Urban Health 2013; 90(1):101–
115. https://doi.org/10.1007/s11524-012-9707-5 PMID: 22689296
Pathways from adolescent family relationships to midlife mental health
PLOS ONE | https://doi.org/10.1371/journal.pone.0178136 May 26, 2017 15 / 16
53. Huurre T, Lintonen T, Kaprio J, Pelkonen M, Marttunen M, Aro H. Adolescent risk factors for excessive
alcohol use at age 32 years. A 16-year prospective follow-up study. Soc Psychiatry Psychiatr Epidemiol
2010; 45(1):125–134. https://doi.org/10.1007/s00127-009-0048-y PMID: 19363578
54. Aneshensel CS, Rutter CM, Lachenbruch PA. Social-structure, stress, and mental-health—Competing
conceptual and analytic models. Am Sociol Rev 1991; 56(2):166–178.
55. Rosenfield S. Splitting the difference. Gender, the self, and mental health. In: Aneshensel CS, Phelan
JC, editors. Handbook of the sociology of mental health New York: Kluwer Academic/Plenum; 1999. p.
209–224.
56. Hill TD, Needham BL. Rethinking gender and mental health: A critical analysis of three propositions.
Soc Sci Med 2013; 92:83–91. https://doi.org/10.1016/j.socscimed.2013.05.025 PMID: 23849282
57. Davies PT, Windle M. Gender-specific pathways between maternal depressive symptoms, family dis-
cord, and adolescent adjustment. Dev Psychol 1997; 33(4):657–668. PMID: 9232381
58. Cyranowski J, Frank E, Young E, Shear M. Adolescent onset of the gender difference in lifetime rates of
major depression—A theoretical model. Arch Gen Psychiatry 2000; 57(1):21–27. PMID: 10632229
59. Rudolph K. Gender differences in emotional responses to interpersonal stress during adolescence. J
Adolesc Health 2002; 30(4):3–13.
60. Kessler RC, Andrews G, Colpe LJ, Hiripi E, Mroczek DK, Normand ST, et al. Short screening scales to
monitor population prevalences and trends in non-specific psychological distress. Psychol Med 2002;
32(6):959–976. PMID: 12214795
61. Aro S. Stress, morbidity, and health-related behaviour. A five-year follow-up study among metal industry
employees. Scand. J. Soc. Med. Supplementum 1981; 25:1–130.
62. Rimpela¨ M, Rimpela¨ A, Pasanen M. Koetut oireet 12-18-vuotiailla suomalaisilla. (Perceived symptoms
among 12- to 18-year-old Finns). (In Finnish with English summary.). Sosiaalila¨a¨ketieteellinen aikakau-
silehti 1982;(19):219–233.
63. Babor TF, de la Fuente, John R., Saunders JB, Mointero MG. AUDIT—The alcohol use disorders identi-
fication test: Guidelines for use in primary care. Second edition. Geneva: World Health Organization;
2001.
64. Central statistical office of Finland. Classification of occupations.: Central Statistical Office of Finland;
1975.
65. Lau RS, Cheung GW. Estimating and comparing specific mediation effects in complex latent variable
models. Organ Res Methods 2012; 15(1):3–16.
66. Kuehner C. Gender differences in unipolar depression: an update of epidemiological findings and possi-
ble explanations. Acta Psychiatr Scand 2003; 108(3):163–174. PMID: 12890270
67. Leadbeater BJ, Blatt SJ, Quinlan DM. GenderlLinked vulnerabilities to depressive symptoms, stress,
and problem behaviors in adolescents. J Res Adolesc 1995; 5(1):1–29.
68. Dannefer D, Kelley-Moore J, Huang W. Opening the Social: Sociological imagination in life course stud-
ies. In: Shanahan MJ, Mortimer JT, Kirkpatrick Johnson M, editors. Handbook of the life course. Volume
II Switzerland: Springer International Publishing; 2016. p. 87–110.
69. Luecken LJ, Roubinov DS, Tanaka R. Childhood family environment, social competence, and health
across the lifespan. J Soc Pers Relat 2013; 30(2):171–178.
70. Nolen-Hoeksema S. Gender differences in risk factors and consequences for alcohol use and prob-
lems. Clin Psychol Rev 2004; 24(8):981–1010. https://doi.org/10.1016/j.cpr.2004.08.003 PMID:
15533281
71. Chaplin TM, Sinha R, Simmons JA, Healy SM, Mayes LC, Hommer RE, et al. Parent-adolescent conflict
interactions and adolescent alcohol use. Addict Behav 2012; 37(5):605–612. https://doi.org/10.1016/j.
addbeh.2012.01.004 PMID: 22341765
72. Eerola M, Huurre T, Aro H. The problem of attrition in a Finnish longitudinal survey on depression. Eur J
Epidemiol 2005; 20(1):113–120. PMID: 15756911
73. Rote WM, Smetana JG. Patterns and predictors of mother-adolescent discrepancies across family con-
structs. J Youth Adolesc 2016; 45(10):2064–2079. https://doi.org/10.1007/s10964-016-0515-1 PMID:
27295041
74. Power C, Manor O, Matthews S. The duration and timing of exposure: Effects of socioeconomic envi-
ronment on adult health. Am J Public Health 1999; 89(7):1059–1065. PMID: 10394316
75. Ferraro KF, Shippee TP. Aging and cumulative inequality: how does inequality get under the skin? Ger-
ontologist 2009; 49(3):333–343. https://doi.org/10.1093/geront/gnp034 PMID: 19377044
Pathways from adolescent family relationships to midlife mental health
PLOS ONE | https://doi.org/10.1371/journal.pone.0178136 May 26, 2017 16 / 16
